Adventure therapy is the prescriptive use of adventure experiences conducted in natural settings by mental health professionals that kinesthetically engage clients on cognitive, affective, and behavioral levels. Meta-analyses, specific research on skills developed through the experience, and theoretically reasoned factors inherent in the adventure therapy experience suggest that adventure therapy is a promising treatment option for adolescents and young adults. AT treatment programs are slowly gaining traction, and more families are receiving insurance reimbursement support. The American Hospital Association recognizes adventure therapy as a viable form of treatment, and the National Uniform Billing Committee established an insurance billing code for it in July 2016. Tips for practice include allowing clients to co-construct their treatment experience, matching therapeutic intentions with adventure activities rather than prescribing uniform experiences, and having clients share their therapeutic intentions to receive feedback from their cohort group before and after the experience.
John is a 22-year-old male, ethnically identified as Métis (a Canadian indigenous cultural group), with an escalating history of substance abuse. He arrives at the reception center in the foothills of the Canadian Rocky Mountains with his mother, who drove with him to show her support. She has struggled with alcohol and drugs most of her adult life. They say their goodbyes, and John gets in the camp truck, as the residential site is another two hours away. During the drive, he shares some history with the treatment staff member who accompanies him: father leaving at 10, marijuana use at 11, heavy cocaine and alcohol use at 15, heavy methamphetamine (meth) use at 20, and recently some time in jail. John had a scary overdose six months ago when he tried some meth laced with fentanyl. He asks what awaits at the end of the drive. The treatment team/field staff member informs him they will hike some distance to an overnight site. In the morning, the hike will continue to the residential center located in a remote area. He comments that he has had little backcountry experience. The field staff member suggests he lead the hike into the evening's designated campsite. This unassuming gesture by the staff is met by skepticism from John. He has never been there before, how is he supposed to find it, John asks? The staff member smiles and says, "you will know, follow your instincts; it is East of here a bit." John's journey from this point on will increasingly be his own. How will he connect with this community? Can he find the healing he needs within it? How can everyone support him in his journey of self-discovery? Will he be able to develop and regulate a robust set of coping skills to face the challenges ahead while being mindful of his intentions?
Clinical Challenge
Adventure Therapy Adventure therapy (AT) is the prescriptive use of adventure experiences conducted in natural settings provided by mental health professionals that kinesthetically engage clients on cognitive, affective, and behavioral levels (Gass et al., 2019) . AT focuses on treating co-occurring substance use disorder and mental health issues with the goals of increasing client selfawareness of their substance use history and enhancing their volition (Mandas et al., 2019) .
AT emphasizes relationship building between the client and therapeutic staff through the use of (a) therapeutic relationships formed by sharing adventure experiences, (b) mindfulness-based experiences in adventure, (c) natural consequences, (d) nonpunitive behavioral contracting, (e) rituals, including guided sweats, fireside reflections, and welcoming fires, and (f) passage experiences at the end of residential treatment. Adolescents and young adults throughout North America and the United States with substance use disorder (SUD) are increasingly turning to AT treatment because of these unique factors and its growing acceptance as a viable treatment alternative.
Incidence and Prevalence of Addiction SUD, and more specifically, opioid use disorder (OUD), are current public health crises in the United States and Canada (Beletsky & Davis, 2017; Sokol et al., 2018) . Approximately 21.5 million people aged 12 or older in 2014 had SUDs in the past year, including 17.0 million people with an alcohol use disorder and 7.1 million people with an illicit drug use disorder (SAMHSA 2019) .
SUD places enormous costs on society. Communities can be overwhelmed by its impacts, and whole family systems can be left exhausted and in search of treatment options. Each family, and each family member, is uniquely affected by the individual using substances. This effect includes, but is not limited to, unmet developmental needs, impaired attachment, economic hardship, legal problems, emotional distress, and sometimes violence perpetrated by or against those in need of treatment (Lander et al., 2013) . In the United States and Canada, health professionals struggle to engage clients in effective treatment strategies that have the potential to help young people overcome these addictions and lead healthy and productive lives.
Medical Treatment of Addiction
Most medical treatments of OUD center around "replacement therapy." This approach entails the administration of a weaker opioid to addicts in order to avoid withdrawal symptoms and is designed to eventually curb cravings (Mattick et al., 2003) . Specific SUD treatment often involves a replacement model (e.g., methadone for heroin), whereas psychosocial and behavioral interventions address the comorbid nature of drug addiction and treat the whole person and their environment using a holistic approach.
Psychosocial treatment of SUD currently includes cognitivebehavioral therapy, 12-step programs, and motivational interventions, among others (Mayet et al., 2004) . Compared to pharmacological treatment alone, group-based psychosocial interventions have the added benefit of peer support where clients can feel more accepted and can utilize therapeutic factors of group therapy to support treatment progress. Included in this spectrum of interventions is adventure therapy.
Therapeutic Factors of Adventure Therapy
Broad conceptualizations and testable models about the active ingredients in AT remain somewhat abstract and ill-defined. Recent empirical work has begun to shed light on these factors, especially in their relation to treatment outcome . Though the existing literature does suggest that AT shows promise as a treatment modality (Bettmann et al., 2016; Bowen & Neill, 2013) , how and why AT may work has yet to be definitively explicated. Similar to psychotherapy research, no agreedupon inclusive model exists to truly identify and describe factors that may be causal change agents.
A working model of the AT process is useful to further both research and practice. Such a model was first published by Russell and Farnum (2004) and was based on empirical observations and qualitative research conducted on AT between 1999 . Recently, Russell and Gillis (2017 published an enhanced model of AT based on this initial work. They developed a schematic that contains factors that were reasoned to represent unique aspects at work in the AT experience (see Table 1 ). These include (a) the value of being in nature, (b) the adventure activities themselves, (c) peer-to-peer relationships, (d) leadership/power relationships, (e) reflection on activities and interactions, and (f) the overall challenges of the total program.
An empirical study using this model revealed that AT clients in a 90-day treatment program, on average, improved in their psychosocial functioning as measured by the Outcome Questionnaire (OQ-45; Lambert & Finch, 1999) across their time in an AT treatment program. The results also suggested that clients' perceptions of how helpful the experience was for them during any two weeks, coupled with how mindful of their treatment goals they were during the two weeks, explained a significant amount of variance in treatment outcome. Finally, the group process factor (a factor combining interpersonal and intrapersonal factors operating in adventure-based wilderness experiences) differentially explained treatment outcome. The group process factor is unique and concurrent (present to some degree at all times, just to varying and differential degrees), and it can help inform how group-based adventure experiences contribute to an individual's treatment outcome. This construct, which is further elaborated on below, is a dynamic that includes the interrelationship of the group members and the leaders, and their shared nature-based adventure experience. This could include rock climbing, backpacking, or canoeing. This group process factor is unique and differentiated from other group-level factors assessed during this time (Russell et al., 2015) .
Empirically, group-based adventure activities, with focused intentions and mindfulness-based activities, significantly and consistently predict therapeutic change through time. These factors are unique to AT interventions, help facilitate treatment outcome, and offer clients a different treatment experience than they are accustomed to, which they find valuable to their treatment process.
Insurance Coverage for Adventure Therapy
There have been significant changes regarding insurance reimbursement for AT interventions in the United States in recent years. As mental health professionals establish new and effective treatment modalities, insurance companies begin recognizing and authorizing them for coverage. Currently, AT programs, associations such as the Outdoor Behavioral Industry Council (OBHIC), and healthcare advocacy firms have worked with insurance companies to report standards of care, accreditation systems, and studies on treatment effectiveness for AT treatment to be recognized and authorized for coverage.
Through these efforts, AT treatment programs are slowly gaining formal recognition as valid treatment approaches. More and more families are receiving insurance reimbursement support as a result. An important step forward was the American Hospital Association's recognition of AT as a viable form of treatment, and the National Uniform Billing Committee's establishment of an insurance billing code for AT in July 2016. This update and the corresponding change to the UB-04 billing manual show that outdoor behavioral healthcare programs that practice AT have been recognized by both the general medical community and federal organizations as a valid treatment modality (for more information see https://obhcouncil.com/insurancecoverage-wilderness-therapy-2019-update/).
Referral and Intake at Shunda Creek
Clients are referred to Shunda Creek through Alberta Health Services throughout Alberta Province. The program began operation in 2009 and is a well-known referral source throughout the region for young adult males, especially clients who have tried other forms of outpatient or residential treatment. Shunda Creek is one program offered through ENVIROS (https://www.enviros.org/about-us/), an innovative social services agency in Calgary, Alberta, that serves children, youth, adults, and families in vulnerable situations since 1976. Referral sources include regional mental health professionals, addiction helplines, mental health helplines, and legal authorities. Clients also find the program directly through their own research online.
Referring clinicians then guide the client to a regional preadmissions counselor who screens the client for inclusion, which includes a review of prior treatment, legal dispositions, and placements, and includes a psychological and substance history assessment. Reasons for exclusion from treatment include the potential for violence or suicidal ideation, health risks due to recent and previous drug use, an outward lack of commitment to the process due to coercive or external incentives, or physical limitations that would not allow participation in key adventure-based program elements. Clients are not typically referred by judicial entities, but many clients have legal issues that may be ameliorated through treatment completion. After the initial evaluation, the client visits a medical doctor for a physical exam to ensure the client has safely detoxed and is cleared for placement. The program then schedules a pick-up from a regional Alberta clinic or center, from which they are driven to the residential site by a clinician or staff member.
Adventure Therapy at Enviros Shunda Creek
Enviros Shunda Creek is a 90-day AT treatment program for young adult males 18-24 years of age that utilizes intensive wilderness and adventure-based programming coupled with a residential treatment approach to help clients understand and moderate their addiction. Shunda's philosophical approach is based on the concept that professional and clinical staff are not "the experts." The staff leaders do not know what a client should do and cannot tell them how they should change. Instead, staff invite the new participant into a process of shared journey and discovery. Staff walk alongside clients as they learn about themselves, their addiction, and about whom they want to become. Staff are deliberate and intentional in recognizing power differentials and work to take responsibility for this differential in compassionate, intentional, and attentive ways. Clients, clinicians, and staff "journey" together to meet client needs.
When a new client, like John, arrives at the main treatment site after their overnight at the remote campsite, almost the entire treatment community greets them and welcomes them into the program. A "welcome fire" is burning. A community member steps forward, greets the new client, and "presents" the welcome fire to the new community member. They explain the tradition, its meaning, and the role that ritual and ceremony plays in AT. Next, the new client is invited to breakfast and is greeted again with welcoming gestures that reflect the inclusive environment that is Shunda. The client is invited to sit at the head of the table. Group members introduce themselves one by one, sharing a bit more about themselves and their journey to this point. The welcoming ritual represents the genesis of what will be the most potent therapeutic factor inherent in AT: the development of community facilitated by intense relationship work, group engagement, and the Thinking about the activities and applying the lessons learned to my specific situation and treatment goals. Challenge
The intellectual, emotional, and physical challenge associated with adventure-based wilderness experiences.
intentional mindful use of adventure experiences. Later in the new client's journey in the program, he, too, will have the opportunity to welcome future new clients to the community. Being on this shared journey requires the treatment team to be consistently attentive to their presence and stance in the relationship. They must maintain and cultivate this attentiveness through a variety of intentional processes and mindfulness tools. Opportunities are provided for both clients and staff to give feedback to each other. This is facilitated by the Program Director, staff, and the clinical team in daily group sessions and weekly community-wide meetings where perspectives and concerns are shared openly and honestly. The feedback clients receive from community members focuses on what is being experienced and how it may be different from what was intended. Participant-specific language and culture is built into all forms of relationship work and communication to help clients become more self-aware of their default patterns of behaviors that may have led to their addiction. A key concept associated with this framework is the notion of "touchstones." Touchstones teach clients about their automatic default patterns, which most of the time are in their "blind spots." These touchstones help clients develop mindfulness and the ability to be open, aware, and present with their thinking and action. They teach clients how to develop new patterns of thinking and how to act in ways that lead to better short-term and long-term outcomes while providing the basis and cultural language to communicate individual feelings and emotions, group mood, and therapeutic intentions.
Touchstones includes concepts like what's at-risk (what we have to lose) and what's at-stake (what we have to gain), and the "dance with the dragon." The latter refers to the internal challenges associated with shifting between precontemplative (not thinking about changing) and contemplative stages (considering changing) within addiction recovery, which we conceptualize for participants as being controlled by the unconscious reptilian/fight or flight part of the brain (i.e., dragon). Using a climbing experience as an example, clients and leaders at Shunda frame things from an at-risk or at-stake perspective to see how this that influences client intentions. The at-risk perspective is interpreted as the unconscious or default perspective that situates the client's focus on not falling or fleeing. The at-stake perspective involves the client's conscious self-talk perspective that he can learn to control, which would tell him to continue climbing. When he learns to shift from an at-risk to an at-stake (unconscious to conscious) perspective, his intentions shift and his immediate present attention begins to shift.
The Shunda model helps clients focus on consciously choosing intentions and accelerating learning. The experiences and challenges are very concrete and provide natural consequences that literally change the way the client thinks and thus alters his conceptual frame. When clients openly and actively talk about their present awareness and intentions, they can view these things through the framework of touchstones and can observe their own thinking and behavior to objectively evaluate their current experience without judgment of right or wrong. Noticing conversations within oneself and verbalizing them to others helps clients recognize patterns and identify where their unconscious mind (the dragon) may be leading them. Shunda believes that clients cannot see themselves in action, but awareness of what is happening to them in a situation can allow clients to identify choices that help control future behavior.
Community meetings provide the forum for all members of the community, including staff, to approach each other about ways they might have been "missed" within the relationship. Time is held within community meetings for such feedback, which is done in a respectful and honest manner. This space allows clients (and staff in particular) to practice giving and receiving feedback or to repair and resolve relational misunderstandings. In community (weekly) and group meetings (daily), Shunda uses the concept of the "we-all" (i.e., the group as a whole) similar to the use of at-risk and at-stake concepts noted earlier.
Shunda believes that individual emotions are affected by the mood of the group or team with which we are engaged. When clients become more aware of their own emotions and the group mood, it again provides an opportunity to gain personal power to make productive, intentional choices. Groupbased self-awareness contributes positively to the group mood (i.e., the we-all). When there is a potential for difficult or negative engagement, a conscious act of personal leadership produces better results for oneself and the group. This is done by learning to "pace" oneself because we are all different and move at different speeds-most likely in a way that does not coincide. If the client wants to be a contributing member of the group and community and wants to have interpersonal interactions and relationships that breed success, they must find the "pace" that works for both the we-all and themself. This pacing is an opportunity to practice mindfulness of self and others. Again, practicing these skills in an adventure-based context and an intentional community provides opportunity for practice and real-time feedback.
Another key element of Shunda's approach to AT capitalizes on its remote location to use client-driven and mindfulness-based adventure experiences (MBEs). Shunda integrates MBEs throughout treatment to help clients be present, open, and aware of their substance use treatment process. MBEs facilitated in adventure environments might include reflective practices like meditation, yoga, sweats, solos, and silent hiking in nature. Most often they involve multiday physical challenges. These experiences, termed "short sharps," typically consist of one-to five-day trips that are referred to as "mindfulness in action." The MBEs are client-initiated with planned goals, themes, and foci. They may involve a waterbased canoe trip, or a climbing or backpacking trip in the nearby Northern Rockies (see Russell et al., 2015; . Each of these are elaborated on below, with an in-depth explanation of the role of wilderness and adventurebased experiences.
Yoga and meditation are introduced in the early stages of treatment. They are structured practices to help clients situate their bodies and mind and begin practicing mindfulness. Yoga integrates movement into mindfulness practice and helps clients develop a mindfulness language and an awareness of specific skills (e.g., observing, bringing awareness, nonjudging, and nonreacting). Sweats are also introduced into the treatment process, led by staff who are uniquely trained in the practice and driven again by client intention and reflective thought. A specific structure was built for the sweats, creating an additional sacred ritual space similar to the community fire space.
Shunda uses some basic adventure experiences, such as challenge ropes courses, rock climbing, and river crossing, as group activities that all clients engage in and process using the framework discussed above to both practice skills and focus the group. These routine activities are initiated by both clients and staff to refocus the community, celebrate a milestone, or work out a lingering issue in the group.
When individual clients feel ready (usually after approximately seven days in treatment), they have the opportunity to schedule a meeting with the wilderness staff and begin conversations about what type of individual experience they would like to have-given their current needs and intentions-and to explore why that experience may be appropriate for their growth and learning. These "short sharps" are critical to treatment, and they can take many different forms.
For example, one client's short sharp might begin with a scheduled visit to the map room, which is covered with local and regional maps of the rugged terrain surrounding the site. Clients may begin the session by saying they want to go do the traverse like John did a few weeks ago. The licensed and certified wilderness staff member may reply by saying that was John's trip and his alone and ask the client why he would like to do something like the traverse. The conversation then turns to the intention of getting up and through something and the need to be physically and emotionally challenged. The client may want to ask another client to join him, along with the field staff, because he respects that client and because he has identified asking for help as one of his intentions. The therapeutic intentions are agreed upon and the itinerary is finalized. Two field staff and two clients are going to climb a nearby peak, spend the evening near the summit, traverse a ridge, and end up at the mouth of a powerful creek. The trip is named with a name that has meaning for the client and his intentions. The five-day trip will commence the next morning. Sophisticated risk management systems are put in place and regional land management agencies are notified of the itinerary for permit purposes. The metaphoric framing of the experience is done with staff, but it is never prescribed by the treatment team or the field staff. These MBEs allow for immediate in vivo feedback through natural consequences and provide countless opportunities for reflection and application of meaning. The entire experience is framed in mindfulness practice.
Mindfulness practice and skill development has shown great promise in SUD treatment and chronic pain management; it consists of being openly aware and present of attitude, attention, and intent (Shapiro et al., 2006) . This practice is considered both a state that can be practiced and developed (e.g., through meditative practice) and a dispositional trait found to be present at varying levels in all people (Baer et al., 2012) .
MBEs in nature allow clients the opportunity to reflect, when prompted, on their relative degree of mindfulness, especially concerning their treatment progress and goals. Importantly, the development of these skills is statistically and positively related to changes in their well-being. The most significant predictor of change is clients' development of the nonjudgment aspect of mindfulness, which is the ability to not judge themselves or others in the immediate moment and to practice patience and breathing when experiencing moments of stress (Russell et al., 2015) . Though far more complicated than can be contained in these pages, the Shunda Creek Treatment Model has been in development for more than ten years and continues to evolve. The powerful thing about models like Shunda's is that it is iterative. It was developed through the therapeutic community, through listening, through sharing, and through a shared journey with and for clients and the dedicated staff that work with them and routinely monitor their progress.
Progress Monitoring and Treatment Completion at Shunda Creek
Shunda Creek integrates routine outcome monitoring (ROM) into the fabric of their treatment model, which guides interventions, tracks client progress, and signals to clinicians and the client when they have progressed enough to terminate treatment and begin shifting their focus to transition and aftercare (Lambert, 2017) . ROM involves the use of standardized instruments to track client progress and to detect positive and negative outcomes in order to shift the course of treatment protocol when needed to help clients successfully complete treatment (Goodman et al., 2013) .
One of the more widely cited ROM feedback tools reported in the literature is the Outcome Questionnaire (OQ-45) monitoring system developed by Lambert and Finch (1999) . The OQ-45 is a 45-item measure that assesses psychosocial functioning and symptom distress across four domains: psychological disturbance, interpersonal problems, social roles, and overall quality of life. At intake, every two weeks, and at discharge, clients take the OQ-45, along with a groupbased measure, Therapeutic Factor Inventory-8 (Tasca et al., 2016) , which is tabulated and used as a discussion tool for clients and clinicians at Shunda to monitor treatment progress. Controlled studies of OQ-45 feedback in clinical settings clearly demonstrate the effectiveness of ROM regardless of the treatment model or type (e.g., Shimokawa et al., 2010) . There is a noted lack of research on ROM in SUD treatment, which has historically relied on risk-level assessment to tailor interventions like drug courts, and more basic objective measures like attendance and urine tests to measure compliance with treatment protocols.
Because Shunda Creek is a voluntary program, paid for by Canada's publicly funded healthcare system, clients are free to leave at any time, accentuating the need for clear communication between the clinical staff and clients about client readiness for termination. Past research on Shunda shows that 70-80% of clients successfully "complete treatment" (see , which is not determined by the number of days in the program, but by a combination of factors. These factors include sustained functioning as indicated by OQ-45 scores assessed at or near normalized levels (i.e., below a score of 63), the successful completion of individualized treatment goals, the development of a successful transition and aftercare plan, and an agreement between the client and clinical team that the client is "ready."
When there is agreement that the client is ready to complete the residential stay at Shunda, a passage journey is designed and planned for the client and involves a multiday adventure trip followed by a closing fire and other group-based ceremonial and celebratory rituals. Shunda also has a very active alumni program that involves two Master's-level clinicians that travel the province, conduct assessments, provide resources for alumni, and connect them to the growing network of alumni in larger urban areas like Edmonton and Calgary.
Adventure Therapy Treatment Efficacy
Several meta-analyses on AT programs and treatment outcomes have demonstrated its efficacy (Bowen & Neill, 2013; Gillis et al., 2015) . Gillis et al. (2015) concluded that consistently large effect sizes are found across studies examining symptom reduction of participants pre-and posttreatment using the Y-OQ and Y-OQ-SR in 15 distinct studies using AT as an intervention. These findings are corroborated in other meta-analyses focusing on AT treatment outcomes (Bettmann et al., 2016) . Research has shown that AT programs are a good fit developmentally for youth and young adults who are reluctant to engage in treatment due to the barriers and stigma associated with traditional treatment as usual (TAU). Research has also shown us that AT interventions are being widely adopted and adapted across a broad demographic range, including young adults, persons with disabilities, and veterans for a wide range of presenting symptomology (Gass et al., 2019) . Bowen and Neill (2013) conducted a thorough metaanalysis involving 17,728 unique participants (M = 86.1 per study; SD = 148.3), with 62% male and 38% female, an average age of 17 (SD = 7) and a median program range of 26 days. The study compared wilderness/adventure therapy treatments to alternative treatments, and it included effect size calculations for baseline-to-pretreatment, pretreatment to posttreatment, and posttreatment to follow-up, which averaged 181 days or about 6 months. The results showed that the pre-post effect size was moderate, positive, and significantly larger (.47) than the small positive significant effects for alternative treatment (.14) and no treatment (.08). The longer term effect for the AT group was minimal, positive, but nonsignificant (.03); the longer term effort for alternative treatment groups were tiny, negative, and nonsignificant (-.03).
Bowen and Neill concluded that adventure therapy's overall effect size of .47 is reasonably consistent with previous meta-analyses but was not as strong as effect sizes seen in one-on-one psychotherapy. They did conclude that there were more beneficial outcomes associated with participating in adventure therapy programs when compared to alternative treatments. Finally, their regression work using study demographics to help understand differences in effect sizes revealed that the only strong predictor of outcome differential was age. Stronger outcomes were evident for older participants (in the young population of participants), and the authors suggested that older participants (early 20s) are more likely to voluntarily participate, whereas younger participants are more likely to be coerced or otherwise influenced to participate. Consistent with research in developmental psychology, older participants tend to have a greater cognitive capacity for decision-making, problem-solving, abstract thinking, reasoning, and self-regulation, which could help explain some of these differences based on the age of the participant. In addition, there is recent evidence (Tucker et al., 2018) that adolescents involuntarily admitted to adventure therapy programs have treatment outcomes no different from those who were voluntarily admitted.
It should be noted that adventure therapy research does lack rigor, including randomized assignment to treatment, the use of comparison control groups, and large enough sample sizes to make findings more conclusive. Most studies are based on convenience samples of a single program serving a paying or assistance-receiving clientele. Most group sizes or programs are small, making larger sample sizes challenging to obtain. Gabrielsen et al. (2016) outline the challenges of conducting a randomized controlled trial of an adventure therapy intervention by attempting to compare study participants with a TAU group. The major obstacle they reported was ethical, as the vulnerable adolescents recruited for the study all wanted to participate in the treatment group. The wait time for randomization and their ultimate selection into the control group or TAU caused additional stress and anxiety. Randomization also stripped the prescriptive ability of the clinicians and researchers to utilize adventure therapy for those adolescents that would likely benefit.
Adventure Therapy Resources for Practitioners
There are several resources available to practitioners interested in learning more about the types of programs that are available in the United States that practice AT for both adolescents and young adults. The National Association of Therapeutic Schools and Programs (https://www. natsap.org/) has a member directory that can be searched for "wilderness therapy" for adolescents and for young adults. In addition, the Outdoor Behavioral Healthcare Council (https://www.obhic.com) also has a list of member programs and promotes "program standards, ethics and risk management plus facilitating outcome research on the efficacy of wilderness programs." When looking for program providers, it is always important for practitioners to check for state licensure. Programs should be licensed by respective state licensing standards as a residential treatment program (e.g., https://rules.utah.gov/ publicat/code/r501/r501-08.htm) and for accreditation from agencies like the Joint Commission (https://www. 
Five Therapeutic Tips to Remember
Adventure therapy, as practiced at Enviros Shunda Creek, is a viable and promising treatment approach for treating substance use disorders that embraces plasticity for adapting to individualized treatment pathways. Coupled with MBEs is the relationship between staff and clients that recognizes the shared journey that does not follow a prescribed path.
Five maxims that Shunda Creek uses to guide their model of adventure therapy: 1) Do not tell or direct, let the client discover and reflect as they interact with nature and other clients in daily tasks living in wilderness settings. 2) Do not judge or criticize, rather ask the client to provide self-awareness on decisions to be made and reflect as to whether it might be better or worse than an alternative action.
3) Allow clients to co-construct their MBEs to match therapeutic intentions rather than dictate prescribed experiences based on a prescribed schedule (such as "it is Wednesday, so we are rock climbing"). 4) Have clients share their intended therapeutic intentions for the MBEs and receive feedback from their cohort group before the experience. The feedback can focus on how feasible/realistic intentions match their therapeutic goals. After the experience, allow the client and the group to give feedback and reflect on how well (or poorly) intentions were realized. 5) Practice ROM to gauge client progress and integrate ROM into the clinical process. ROM is also critical in summative evaluation to assess treatment outcome and to help clients transition to aftercare environments.
